Objective Secondary care services are struggling to manage demand for induced abortion, but less is known about what scope exists to improve the primary care of women requiring abortion. The study objective was to identify service-related delays and barriers faced by women seeking abortion care.
Introduction
Induced abortion is the most commonly performed gynaecological procedure, with 1811600 carried out for women resident in England and Wales in 2003. 1 Some 80% of abortions are performed in the National Health Service (NHS), with the majority being referred by general practitioners (GPs). Rapid access to abortion care is important to reduce distress and complications associated with procedures undertaken at higher gestations. 2, 3 The Government's sexual health strategy states that no woman should wait longer than 3 weeks from the first appointment with the referring doctor to the procedure, 4 a standard supported by professional guidelines. 5 It is recognised that secondary care services are struggling to meet this target, but less is known about what scope exists to improve the primary care of women requiring abortion. 6 We set out to identify service-related delays and barriers faced by women seeking abortion care.
Methods

Study design and setting
We undertook a survey and case note review of women seeking NHS abortions to assess their experiences and waiting times. We also surveyed GPs about their attitudes towards and roles in providing abortion care. The study took place in South Durham, in the North East of England, UK, which has a population of 277 200 covered by three Primary Care Trusts (PCTs). Surveyed GPs provided care for the population from which our sample of women was drawn.
Women's survey and case note review
We invited women attending two fertility control (induced abortion) hospital clinics in South Durham to take part in the study during a 4-month period in 2003. Following consent, a family planning doctor (J.M.) gathered information about the referral process via structured, faceto-face interviews. She recorded information about the specialty of referring doctor, how women were given abortion clinic appointments, and waiting times at each stage of the pathway. Women then completed the remainder of the questionnaire themselves at the end of the clinic. This section included 12 statements each about experiences at both referral and the clinic. Respondents indicated how strongly they agreed or disagreed with statements on a fivepoint Likert scale. The questions, previously demonstrated to have good internal consistency, covered information, staff interaction, the counselling process and global satisfaction. 7 Completed questionnaires did not include patient identifying data to ensure confidentiality but were coded for linking purposes. Hospital secretaries reviewed the women's case notes several weeks later to obtain further information about waiting times. We took the date of medical abortion as the day of administration of mifepristone. The wait from first appointment with the referring doctor to further appointments and abortion procedures was calculated for each woman using appointment dates women gave in the survey and dates recorded in the case notes.
GP survey
The questionnaire explored attitudes to abortion, and referral practices and arrangements. 8 
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on a small convenience sample and refinement, the questionnaires were posted in early 2003 followed by up to two reminders for non-respondents.
Sample size
A total of 136 women respondents were required to estimate the proportion having abortions within 3 weeks of referral with a 95% CI of 6%, based on a compliance level of 85% measured elsewhere in the UK. 9 A sample size of 110 GPs was required to estimate how many agreed with the statement that 'all women should have access to NHS abortion services' with a 95% CI of 5%, based upon 75% agreement. 8 
Data entry and analysis
Data were entered into and analysed using Minitab. We used confidence interval analysis for CIs for differences in proportions of paired samples. 10 We combined ratings for women's experiences of care and GP opinions into two categories: 'strongly agree and agree' and 'strongly disagree, disagree and neither agree nor disagree'.
Ethical approval
The study was approved by County Durham and Darlington Local Research Ethics Committee.
Results
Response rates and characteristics
One hundred and thirty-two (63%) of 210 eligible women agreed to participate. Of these, 130 (62%) completed the face-to-face interview and had their case records reviewed whilst 116 (55%) returned the self-completion questionnaire. Participants were similar in age and gestation of abortion to all recorded abortions in South Durham in 2002, except the proportion of 15-19-year-olds was higher in the study. 11 Seventy-six (60%) abortions were performed at less than 10 weeks' gestation and 11 (9%) over 12 weeks' gestation (Table 1) . One hundred and forty (82%) of 170 GPs completed questionnaires. Respondent characteristics were similar to all GPs in County Durham and Darlington ( Table 2) .
The pathway to abortion care
Arranging referral. According to the survey of women, most (107; 82%) were referred by GPs (Table 3) . Fifty-six (52%) of these women were seen within 48 hours of making an appointment compared with 20/23 (91%) mainly referred by family planning clinics (95% CI for difference, 18-50). For women seeing GPs, 16 (15%) had to make a second appointment with another GP willing to refer them and 34 (32%) waited two or more days to receive a date for their fertility control clinic appointment.
Waiting times. The median wait from first appointment with the referring doctor to attending the fertility control clinic was 21 [interquartile range (IQR), 16 -26] days and to having an abortion was 23 (IQR, 19-29) days. Less than half (44%) had abortions within 21 days of their first appointment with the referring doctor. Only 2% had fertility control clinic appointments within 7 days of the a Includes two women for whom data were missing and three women for whom the outcome was other than abortion. b Clinics in study only performed procedure up to a maximum of 16 weeks' gestation. c Includes three women for whom data were missing and three women for whom the outcome was other than abortion. first appointment with the referring doctor. The majority (97%) of women had abortion procedures within 14 days of fertility control clinic appointments.
Women's experience of care
According to the questionnaire survey, women's experience of care was generally positive (Table 4) . However, global satisfaction and ratings for provision of information and staff interaction were lower from primary than secondary care. We were struck by the comments women made to a final open-ended question and have included selected examples in Box 1.
GPs' provision of care and attitudes
According to the survey of GPs, most (126; 90%) indicated that they refer women themselves, 71 (51%) usually arranging referral during the first appointment. The remainder asked women to see an alternative GP within the practice. Approximately one-third each of GPs did not provide on-site pregnancy testing (52; 37%) and believed they had insufficient information about abortion services (43; 32%). Most (118; 93%) reported referring under-16s who attend with a parent or guardian and request an abortion. Fewer (72; 52%) would refer unaccompanied under-16s; 34 did not answer this question. About onequarter (24%) of GPs considered themselves to be 'broadly anti-abortion' but fewer (5%) agreed that the NHS should not fund abortion services (Table 5) .
Discussion
Less than half of the women we studied had an abortion within the national standard of 3 weeks from their first appointment with their referring doctor. Much of this delay may be related to limited secondary care capacity. However, women also experience barriers in primary care, mainly because of organisational and attitudinal factors.
Women were also relatively dissatisfied with their primary care, and in particular the way staff treated them and the information they were given. By following women's progress in the pathway to induced abortion we were able to identify steps and processes potentially amenable to change. The findings on waiting times compare poorly with Scotland, where 93% of women wait no longer than 3 weeks from referral to the time of their abortion. 9 However, we measured the wait from the first appointment rather than referral, in line with the sexual health strategy standard.
Given the sensitivity of the topic, the response rates for both women (63%) and GPs (82%) compare favourably with surveys conducted elsewhere. [7] [8] [9] 12 Our sample characteristics were representative of their respective populations, although response bias potentially remains a problem. Although we only examined experience within three PCTs, national audits and performance indicators strongly suggest the picture is similar elsewhere. 6, 13 Furthermore, the sampling strategy excluded women who sought access to abortion services in NHS hospitals outside the area or in the private sector, possibly underrepresenting particular barriers to local NHS services. We also do not know how many women consulted GPs and were inappropriately deterred from seeking abortions.
Our methods had three main limitations. First, estimated waiting times relied on women's reports and may have been affected by recall bias. It was also not possible to differentiate between first appointment available and the first that a woman could actually attend. Second, given that questionnaires were administered by a member of staff in fertility control clinics, 'halo' effects could account for women's higher ratings of secondary care. Third, the doctor giving out questionnaires was aware that she was participating in a study (and would have been subject to Hawthorne effects) unlike referring doctors. However, a subgroup analysis suggested that women were globally less satisfied with GP care compared with family planning clinics. Compared to fertility control clinic care, 25% (14-36%) more women referred by GPs thought their initial medical care could have been better compared to none (-23% to 23%) referred by family planning doctors. This provides evidence that lower ratings of GP care are unlikely to be solely because they represented the first (and most traumatic) consultation with a health professional.
Women seeking abortions value being treated with respect, given appropriate information and referred promptly. [14] [15] [16] Dedicated abortion clinics are associated with high levels of patient satisfaction; supportive attitudes of staff may be a key factor. 7 Efforts to raise standards of abortion care have tended to focus around the delivery of secondary care. 4, 18 Our findings highlight the potential to improve women's experiences of primary care. Yet GPs have limited time and resources to support and refer women seeking abortions. Action is needed through PCT development plans, including staff development and improved availability and use of both on-site pregnancy testing and high-quality information for GPs and their patients. 19 Measures to reduce the wait for initial GP appointments already appear to be working. 20 Despite such measures, many women may continue to experience delays and distressing consultations. A significant minority of GPs oppose abortion on moral grounds. Although fewer do so in practice, many women end up in mutually uncomfortable initial consultations with doctors who do not refer out of principle or are unhappy to refer. Many GPs in this study also expressed uncertainty about referring under-16s. This is important given that very young women are disproportionately represented in late abortion statistics and there are recognised variations in their use of abortion services. 21 It is therefore necessary to develop and evaluate alternative pathways to abortion care, including self-referral and referral via other professionals such as school nurses. 18 
Conclusions
The NHS is failing to meet a national standard on access to abortion care for more than half of women referred. As well as recognised problems 'downstream' in secondary care, delays occur 'upstream' in primary care -largely because of attitudinal and organisational factors. Whilst marginal improvements can be made at both ends of the care pathway, it is time to promote and evaluate alternative approaches that bypass traditional gatekeepers. J Fam Plann Reprod Health Care 2006: 32(1) 
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